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Abstract 


Background: Communication is fundamental in collaborative physiotherapy practice. Students develop understandings of 
what constitutes ‘good’ communication through the formal, informal and hidden curricula. Understanding how students 
understand communication and how this is influenced by the curricula can help educators consider how best to enhance 
communication knowledge and skills. Aim: This study explored how physiotherapy students conceptualised clinical 
communication. Methods: This study was underpinned by a social constructionist epistemology. Data consisted of fifteen 
assignments, completed by students as part of their coursework. Assignments were analysed using the Listening Guide 
which prompted attention to how the different ways students understood communication and how these understandings 
were constructed. Results: Communication was understood as uni-dimensional. It was presented as an act done to the 
patient by the physiotherapist, with little attention to the patient’s communication and involvement in the interaction. 
Through communication, physiotherapists demonstrated and reinforced their expertise while simultaneously positioning 
the patient as the recipient of care and knowledge. Conclusion: Understandings of communication reflect broader 
constructions of physiotherapy and the role of the physiotherapist. These also reflect tensions in the curricula. Enhancing 
communication in student education requires all parties to understand, value and critically reflect on how communication is 


constructed and enacted. 
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Introduction 


Clinical communication is considered a core competency in 
physiotherapy practice, and is prioritised within professional 
standards and legislative requirements (e.g. Physiotherapy 
Board of Australia and Physiotherapy Board of New Zealand, 
2015). What constitutes ‘good’ and ‘effective’ clinical 
communication is less clear. In physiotherapy, communication 
is commonly focused on ascertaining information, making a 
diagnosis, conveying an ‘appropriate’ treatment plan, and 
providing patient education (Hiller, Guillemin, & Delany, 2015). 
Such a task-focused approach is often dominated by the 
therapist (Roberts & Bucksey, 2007) and may focus on the 
patient’s impairment, with less attention to the patient’s 
emotions, experiences, and context (Hiller & Delany, 2018). 
This approach, which some have labelled ‘transactional’ (Bright, 
Kayes, McPherson, & Worrall, 2018) or ‘practitioner-centric’ 
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(Hiller et al., 2015), places the therapist in control of the 
interaction, determining what is discussed, known and done, 
and reflects dominant biomedical models of physiotherapy 
practice (Nicholls & Gibson, 2010). The structured, repeatable 
nature of interactions may reflect the clinical reasoning process 
employed by therapists (Hiller & Delany, 2018), which may 
further reinforce the task-centred nature of the interaction. 


The characteristics of the transactional or practitioner-centred 
approach contrast with those said to represent expert 
physiotherapy communication (Jensen, Gwyer, Shepard, & 
Hack, 2000; King et al., 2007). ‘Expert’? communication in 
physiotherapy is said to be evident through dynamic, responsive 
interactions which are sensitive to patients’ emotions and their 
broader contexts and priorities (Jensen et al., 2000; King et al., 
2007). Such interactions are characterised by a focus on the 
patient’s needs and perspectives, seeking the patient’s narrative 
and experiences, active patient participation, and active 
listening by the physiotherapist (Bright, 2016; Hiller et al., 
2015). Such communication, which some describe as 


Centre for Person Centred Research, Auckland University of Technology, Auckland, New Zealand 1 


OpenPhysio 


Bright, F. (2017). Physiotherapy students’ conceptualisations of clinical communication: A call to revisit communication in physiotherapy 


education. OpenPhysio. 


‘person-centred’ (Hiller et al., 2015; Pinto et al., 2012) is 
associated with positive patient experiences and outcomes of 
therapy (Jensen et al., 2000; Pinto et al., 2012). It is not 
uncommon for physiotherapists to employ both 
‘practitioner-centred’ and ‘patient-centred’ communication 
within a clinical interaction, each for different purposes (Hiller 
et al., 2015). This suggests that clinical communication requires 
the physiotherapist to adapt their communication style 
depending on the purpose of the interaction and the needs of 
the patient — a complex, nuanced, skilled way of working 
(Salmon & Young, 2011). 


While communication is valued in physiotherapy, there has 
been limited research exploring how communication is 
addressed in physiotherapy training, or how physiotherapy 
students (or their supervisors) understand and enact 
communication. This contrasts with the amount of related 
research in other health disciplines such as medicine and 
dentistry (e.g. Carey, Madill, & Manogue, 2010; Silverman, 
Kurtz, & Draper, 2013). Student education is formative in 
developing professional identity and understandings of what it 
means to ‘be’ a physiotherapist and how to ‘do’ physiotherapy 
(Byng, Cairns, & Duchan, 2002; Hafferty, 1998). Historically, 
physiotherapy education has taken a technical-rational 
approach (Sch6én, 1983), emphasising bioscientific theory, 
knowledge generation, and technical skills (Greenfield et al., 
2015). Such an approach positions the physiotherapist as ‘do-er 
to the patient’ rather than ‘do-er with the patient’ (Nicholls & 
Gibson, 2010) and may result in students thinking so-called 
‘softer skills’ such as communication are of low priority and 
significance than objective, fact-based skills (Reynolds, 1996). 
The formal, informal and hidden curricula that students are 
taught and receive in their university education and while on 
clinical placements mediates how students understand and 
internalise what is considered competent practice; over time, 
these constructions come to be seen as ‘natural’ and obvious 
(Hafferty, 1998). 


In this paper we explore how undergraduate physiotherapy 
students in Aotearoa/New Zealand understand communication. 
We come to this research taking the position that 
communication is inherently interactive and that meaning is 
co-constructed within the interaction between patient and 
physiotherapist. We also hold that the exclusive use of 
‘practitioner-centred’ communication can be problematic in a 
person-centred way of working, consistent with the 
person-centred focus in national physiotherapy standards of 
practice (Physiotherapy Board of Australia and Physiotherapy 
Board of New Zealand, 2015).The aims of the study were: (a) to 
explore how students conceptualise ‘good’ clinical 
communication in physiotherapy practice, and (b) to consider 
how these understandings may have developed. We analysed 
students’ written reflections on practice experiences which were 
completed for summative assessment. Reflection is a core 
component in the learning process. Conscious reflection 
supports people to critique and evaluate their understandings, 
to learn from experience, to explore the impact of context, and 
make active choices about how they can work in the future 
(Boud, Keogh, & Walker, 1985; Fook & Gardner, 2007). We 
note that while reflection is valued in physiotherapy practice 


supporting both clinical and personal development, assessment 
of reflections is contentious because students actively construct 
their reflections to meet the purposes of assessment and are not 
necessarily an accurate representation of a student’s thoughts 
and feelings (Sandars, 2009). While student assignments are 
cannot be assumed to reflect their actual communication skills 
(Parry & Brown, 2009) and do not provide the full extent of 
their knowledge of communication, they do provide some 
insight into the students’ “cognitive landscape” (Reynolds, 1996, 
p. 286) which may influence how they enact communication 
within their future physiotherapy practice. Additionally, the 
reflections can provide insight into how they interpret their 
lecturers’ conceptualisations of communication (for example, 
responding to the learning outcome which requires them 
‘identify effective communication strategies’). Indeed, the 
process of being assessed, graded and receiving feedback can 
reinforce their understandings of communication. Importantly, 
developing insights into how these understandings arise can 
help educators consider how best to enhance communication 
knowledge and skills for future physiotherapy students and 
practitioners (Reynolds, 1996). 


Methodology and methods 


Using a social constructionist epistemology (Berger & 
Luckmann, 1967), the study examined practitioner-patient 
communication, understanding it as an interactive social 
process that draws from, (re)produces and challenges dominant 
physiotherapy principles and practices. The social 
constructionist approach holds that knowledge is socially 
constructed through interaction and communication and is 
historically and culturally situated (Berger & Luckmann, 1967). 
‘Reality’ is not fixed and nor is it completely knowable; instead it 
is constructed and reconstructed through interaction (Berger & 
Luckmann, 1967). We used the Voice Centred Relational 
Methodology (Bright, Kayes, Worrall, & McPherson, 2018; 
Mauthner & Doucet, 1998) a narrative approach which focuses 
on the different stories or perspectives within participants’ 
narratives (or text or other data), recognising that people 
commonly hold multiple understandings of a situation or 
phenomenon. The analytic methods associated with the Voice 
Centred Relational Methodology are designed to help the 
researchers explore the different ‘voices’ (stories or 
perspectives), consider the relationships between these, and 
how these have come to be. The Listening Guide is the primary 
analytic tool. The Listening Guide involves a series of readings 
of the data, asking methodologically and theoretically informed 
questions to help the researcher/s explore the different 
perspectives within the data. The Listening Guide prompts the 
researcher to explore “What is happening here?” and “How is 
the person talking about themselves?” in the first two readings. 
The next two readings are determined by the epistemology, 
theoretical framework, and research question which underpin 
the study. This methodology prompted us to attend to the 
different ways students understand communication, and on how 
these understandings came to be. As a relational method, one 
which is commonly used to explore relationships between 
people and/or between concepts and ideas, this methodology 


OpenPhysio 


Bright, F. (2017). Physiotherapy students’ conceptualisations of clinical communication: A call to revisit communication in physiotherapy 


education. OpenPhysio. 


was appropriate for this study of patient-physiotherapist 
communication. 


Research context 


This study was completed in a single four year Bachelors’ level 
physiotherapy programme in New Zealand. Approximately 80% 
of students are under 24 years of age. Over 60% of students 
identify as women and the majority are European or Asian. The 
programme uses a range of teaching approaches including 
face-to-face lectures, small group tutorials, and online learning. 
Communication is a core clinical competency, embedded 
through the practice thresholds graduates are expected to meet. 
These thresholds include competencies such as “use clear, 
accurate, sensitive and effective communication to support the 
development of trust and rapport in professional relationships 
with the client and relevant others” and “deal effectively with 
actual and potential conflict in a proactive and constructive 
manner” (Physiotherapy Board of New Zealand, 2018). 
Communication is addressed within a range of papers within 
the programme, most explicitly in two papers: one in year one 
and one in year three, although was considered within other 
papers, often focusing on completing a subjective interview or 
providing education. This study utilised student coursework 
from the third-year university paper on professionalism in 
physiotherapy practice. The paper consisted of approximately 
36 hours of lectures and tutorials and covered topics such as 
communication, ethics, consent, clinical reasoning, patient 
narratives, and professional values. It was intended to prompt 
students to think critically about practice and patient 
experiences, as well as develop knowledge of so-called ‘soft 
skills’ such as communication. The communication sessions 
addressed the importance of communication, communication 
challenges in physiotherapy, forms of communication such as 
touch, listening, negotiating, forms of clinical questioning, and 
tools for reflecting on communication including the 
Calgary-Cambridge model of communication (Kurtz & 
Silverman, 1996) and the Global Consultation Rating Scale 
(Burt et al., 2014). There was no explicit pedagogical approach 
underpinning the teaching. During the course of the paper, 
students completed a compulsory two week apprenticeship 
(observation period in a physiotherapy department or practice), 
observing experienced practitioners and assisting them as they 
worked with patients. This was their first interaction with 
patients in the degree programme. Students were required to 
write a 3500 word reflection on their apprenticeship. This 
constituted the summative assessment for this paper. 


Recruitment and participants 


After receiving approval from the university's Ethics Committee, 
we invited approximately 45 fourth year physiotherapy students 
to participate in this study. These students were identified 
through convenience sampling (Tracy, 2013); they were all on 
placement within a confined geographical area close to the 
research location. Students had completed the paper at least 
four months prior to recruitment and had received their final 
grade for the course. One researcher met the students to explain 
the study. Students were invited to contact the researcher if they 
wished to participate. Fifteen physiotherapy students (four men, 


eleven women) consented to sharing the specified written 
course assignment with the researchers. Beyond gender, we 
have no other demographic information, nor do have the final 
mark they received for their assignment. As two of the authors 
taught in the physiotherapy programme (KW and PL), several 
steps were taken to ensure they could not identify participants: 
(1) participant information and raw assignments were only 
available to FB and CC; (2) the assignments were anonymised 
by one author (FB) before analysis by FB, CC and KW; and (3) 
assignments were assigned an alphanumeric identifier. 


Data 


Data consisted of 15 written student assignments completed in 
their previous year of study. Each assignment was 
approximately 3500 words. Within the assignment, students 
were required to reflect on and analyse a number of practice 
elements including: the roles and responsibilities of 
physiotherapists in interdisciplinary teams; communication and 
effective communication strategies; the application of the 
national codes of rights; and the complexities of practice. The 
learning outcome relating to communication required students 
to identify and analyse communication techniques, methods 
and purposes and demonstrate an understanding of the 
components of effective communication. The full learning 
outcome and marking grid are provided in Appendix 1. Each 
assignment was considered a ‘text’ and assigned a number. 
These numbers are used throughout the Findings when raw 
data from the text is provided to support and illustrate the 
analysis. 


Data analysis 


The Listening Guide was used to facilitate analysis (Bright, 
Kayes, Worrall, et al., 2018; Gilligan, Spencer, Weinberg, & 
Bertsch, 2003). The Listening Guide involves a series of four 
sequential readings of the data, asking methodologically and 
theoretically informed questions on each reading. For this 
study, the first reading considered “What is happening here and 
what is my response as a researcher?’ providing a broad 
overview of the content and reflexivity toward the researcher’s 
position. The second reading asked ‘How does the student speak 
of physiotherapy practice?’; the third asked ‘How does the 
student speak of themselves?’ while the fourth reading focused 
on ‘How does the student speak of others (people or objects) 
and the relationships between themselves and others?’. Analysis 
was iterative. We initially analysed six assignments using the 
Listening Guide, seeking broad understandings of how students 
conceptualised physiotherapy practice. Once sensitised to this, 
we then returned to the data and analysed all 15 assignments to 
explore how students conceptualised communication, what they 
attended to and how they discussed it. Taking the position that 
communication is relational (Gergen, 2009) and that 
communication practices are socioculturally located (Shotter & 
Gergen, 1994), we also explored how the students 
conceptualised the patient, the physiotherapist and 
physiotherapy practice. Constant comparison across 
assignments helped develop increasingly nuanced 
understandings of how students conceptualised communication, 
and how these conceptualisations were constructed. 
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Rigour 


Rigour was informed by Tracy’s (2010) criteria for qualitative 
research. Actions to aid rigour included: analysing materials 
from multiple participants, using methodologically and 
theoretically informed robust analysis methods, joint analysis of 
initial transcripts and regular discussion amongst the research 
team. Our research team brought a range of expertise, including 
communication (FB), critical and sociological perspectives (BG, 
CC, KW), and physiotherapy education (KW, BG and PL). 
Reflexivity was aided through the use of the Listening Guide and 
the explicit question ‘what is my response as researcher?’ and 
the research team discussions. 


Findings 


Communication was primarily presented as unidimensional and 
unidirectional, an act completed or accomplished by the 
physiotherapist as stated in one assignment: “[the supervisor] 
performed a subjective interview” (Text 2). Communication was 
commonly described as something done to the patient, with the 
act of communication and its accomplishment/s attributed to 
the physiotherapist. Examples of this included: “I was able to 
educate and portray my role to my patients. This helped to 
ensure clarity between me and the patient” (Text 5), and “When 
interpreters were available, the physiotherapists were able to 
communicate effectively to their patients” (Text 14). Across the 
data set, the physiotherapist was considered responsible for 
successful communication, with some assignments arguing this 
was a hallmark of expert practice: “I came to a realisation that 
verbal communication is not based on just the idea of 
‘speaking’; it is a broad term that is an extremely essential asset 
to being a great physiotherapist” (Text 8). 


Communication was described as important for developing 
rapport and trust. Notably, the subjective interview was 
commonly described as the primary opportunity for establishing 
rapport. This implies relationships were considered important, 
but that they were important for particular purposes, namely, as 
a conduit to enhance ‘motivation’ and adherence to 
physiotherapy recommendations, or as a mechanism to improve 
the transference of information via ‘patient education’. 
Relationships were not seen as outcomes in themselves nor as a 
means to construct a collaborative partnership between 
therapist and patient, as advanced in literature on therapeutic 
relationships (e.g. Besley, Kayes, & McPherson, 2011; Miciak, 
Mayan, Brown, Joyce, & Gross, 2018). Rather rapport was a 
means to an end, and that end was more often than not related 
to securing compliance. As an example, one assignment 
described this, saying: through this questioning, good rapport 
is being built and the patient will become more open, enabling 
treatment to run more smoothly” (Text 5). 


Conceptualising communication and relationships as something 
‘done by’ the physiotherapist contrasts with models which 
position communication as co-constructed, achieved through 
joint action, and achieved through relationships (e.g. Gergen, 
2009). At times, patients were described as “receivers” of the 
therapist’s verbal communication (Text 8). There was a notable 
absence of attention to the patient, to dialogue, how it was 


co-constructed between the patient and physiotherapist, and 
how the physiotherapist’s communication was received, 
interpreted, and/or acted on by the patient. This absence 
suggests a relationship in which the physiotherapist dominated 
and the patient supplied the required information and actions 
when required. 


Communication provided an avenue for showing and sharing 
physiotherapy expertise, evident in phrases such as “delivering 
education”, “prescribing exercise” and “enlightening the 
patient”. Co-occurring discussions about patients focused on 
their diagnoses and impairments, positioning them as impaired 
bodies which needed to be treated through physiotherapists’ 
expert knowledge. Communication was presented as a 
mechanism through which physiotherapists demonstrated and 
reinforced their knowledge while simultaneously positioning the 
patient as a passive recipient of care and information, subject to 
the acts and putative expertise of the physiotherapist. For 
example, one assignment suggested “understanding the 
patient’s perspective made them more compliant to 
physiotherapy input and was very effective in goal planning” 
(Text 1). Underpinning these constructions of communication 
were assumptions that the physiotherapist’s communication 
activities and resulting patient ‘compliance’ would result in 
improved functional and impairment-related outcomes. 


The therapist’s position of expert was bolstered through their 
use and control of textual information about the patient. 
Subjective information was seen to be verified in a process of 
triangulation with the information written in the clinical notes. 
Some assignments suggested these notes were considered a 
more reliable and authoritative communicator than the patient 
themselves in many instances, with one stating: 


“After introducing herself and explaining the 
assessment, [the supervisor] began recounting some 
of the information she had gathered through the 
patient’s notes. Recounting past medical history, 
diagnosis, medications and allergies allowed her to 
ensure her notes were correct and gauge the patient’s 
awareness of their medical history (Text 6).” 


Documentation such as structured clinical assessments forms 
also acted as an influence on communication practices as 
evidenced in one assignment: “Prewritten cardiac and 
pulmonary assessment templates are used to guide the 
interview” (Text 3), suggesting that particular forms of 
knowledge are considered desirable by the profession or 
healthcare institution and may determine what is considered 
legitimate knowledge. 


The assignments suggested that the students’ abilities to reflect 
on the nuances of communication were influenced by their 
undergraduate physiotherapy education and the rhetoric and 
logics in which they had been trained. For instance, within 
assignments, there was limited description of what constituted 
‘good communication’. Instead written reflections drew on 
clinical terms and outcomes with communication classed as 
“effective” or “ineffective”. Other assignments drew on different 
classification systems taught within the first and third years of 
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physiotherapy education: “Most physiotherapists had attentive 
and friendly styles while nurses appeared to have contentious 
and dominant styles” (Text 11). Beyond this, there was rarely 
any description or nuanced analysis of communication, why it 
occurred in that way, and/or what it brought about. 
Communication modalities such as touch, silence, and other 
forms of nonverbal communication were missing in the 
reflections. It should be noted that the students had completed 
one course on the nature of touch, which included discussions of 
touch as a communication modality. Overall, the reflections 
suggest students’ narrow understandings of communication are 
shaped by the curricula to which they are exposed, including 
both overt instruction and all the cues they internalise regarding 
their roles as experts. 


A number of assignments critiqued broader systemic issues as 
having significant influence on physiotherapy practices and 
service provision. One directly asked: “how can we provide this 
optimum treatment if we are limited by timeframes tailored to a 
business model” (Text 2) while another suggested “the 
treatment is so focused on the ultimate goal of having the 
patient discharged as quickly as possible” (Text 10). The 
assignments indicated that resource and policy restrictions 
impacted on the communication practices of physiotherapists: 


“Tn order to see the number of patients needing help in two 
acute care wards, the communication had to be 
therapist-centred. My therapist allowed patients to express 
themselves, however within the bounds of a structured 
framework of conversation” (Text 1). 


Although this example seems somewhat unquestioning of the 
restrictions on practice, other assignments demonstrated a 
greater attempt to explore the disjunction between their 
classroom learning and complex practice experiences. Many 
made reference to the change from a historical notion of a 
physiotherapist relying on an understanding of the 
body-as-a-machine to a practitioner more comfortable with a 
psychosocial model and person-centred care. Despite this, the 
reflections evident in the assignments did not suggest a 
substantive philosophical shift. Nor did they extend to higher 
levels of critique of physiotherapy practice or physiotherapy 
education itself. One student highlighted “[learning institution] 
teaches subjective interviews in a very structured manner which 
my supervisor was following to ensure all ‘necessary 
information’ was obtained” (Text 1) however did not further 
unpack this nor how this informed their own (and dominant) 
understandings of physiotherapy and communication practices. 
This may suggest that the physiotherapy curricula explicitly 
conveys the message that there are certain fixed procedures that 
students and practitioners should follow, while implicitly 
suggesting that such procedures are beyond criticism. 


Discussion 


Our findings suggest both physiotherapy practice and clinical 
communication as something ‘done to’ the client by the expert 
physiotherapist. The formal, informal and hidden curricula that 
students are taught and receive in their university education can 


influence how students understand what is considered 
‘appropriate’ communication (Reynolds, 1996; Rosenbaum & 
Axelson, 2013). Accordingly, we argue that critically attending 
to communication teaching in student education is vitally 
important. Moreover, we suggest communication needs to be 
understood in relation to the dominant understandings of 
practice that persist in positioning clinicians as knowledge 
providers and patients as passive receivers of ‘education’ and 
instruction. The student reflections demonstrated how, through 
communication, the physiotherapist is constructed as the expert 
practitioner who ‘does’ physiotherapy to the passive recipient of 
care. This ‘patient’ is both object of care and (potentially 
unreliable) subjective reporter of his/her bodily impairments. 
Such understandings are socioculturally located, influenced by a 
healthcare system which values efficiency and effectiveness, the 
physiotherapy profession which relies on status as an important 
component of professional identity, and the education system 
which trains students to ‘do’ physiotherapy and values 
particular aspects of communication. 


Communication was commonly constructed as mechanistic, 
reminiscent of the ‘body-as-machine’ discourse which 
underpins the historical roots of the profession (Nicholls, 2018; 
Nicholls & Gibson, 2010). Communication was considered to 
have a specific function, completed for the purposes of 
assessment, diagnosis and treatment. The patient was 
constructed primarily as the object/target of the episode of care 
rather than a person/partner in an interactive process. This 
objectification process was amplified by the students’ lack of 
attention to the context of the interaction, to the patient’s 
actions within the communication episode and to the patient’s 
life context, priorities or incidental information. In turn, this 
may reflect the relative priority and the particular 
understandings of communication contained within the formal, 
informal and hidden physiotherapy curricula to which the 
students had been exposed. We should reiterate that our claim 
is not that communication and interpersonal skills are not 
valued by those who (re)produce the curricula. We concur with 
Nicholls (2018) who identified these were reflected in the 
capabilities physiotherapy supervisors required students to 
demonstrate on their placements. It may be that this is further 
evidence of the tensions in both the curricula and the 
profession, which is rooted in mechanistic approaches but also 
acknowledges, perhaps inconsistently, the human aspects of 
care (Setchell et al., 2017), with Nicholls (2018) arguing that ‘it 
was assumed that the physiotherapist would learn to be 
enabling, creative and cognisant of power imbalances despite 
their curriculum rather than because of it” (p. 213). 


The ‘subjective interview’ was constructed as a key site for 
communication between the physiotherapist and the patient, 
even while being considered a precursor to the ‘real work’ of 
physiotherapy itself. The physiotherapist was said to use certain 
communication strategies during the ‘subjective interview in 
order to reveal clear, concrete and detailed information about 
the patient to further assess through objective assessment and 
diagnostic procedures. The ‘subjective interview’ also acted to 
cement the physiotherapist as expert provider of information 
and ‘truth’. Communication practices in the ‘subjective 
interview’ therefore act to objectify the patient — with persons 
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being made into knowable patients through these processes — as 
objects in the sense of their impairments and as subjects only 
insofar as their function to provide needed information. This 
process may be reinforced by institutional practices designed to 
promote adherence to legal standards and mitigate risk such as 
the use of templates to guide interviews and record information. 
Viewing clinical records as the legitimate record of interactions 
(Mathioudakis, Rousalova, Gagnat, Saad, & Hardavella, 2016), 
admissible in court, may further objectify the patient and 
reinforce the assumed expertise of the physiotherapist as the 
objective, reliable observer. It is interesting to reflect on this 
positioning in light of patients being increasingly informed and 
knowledgeable about their health conditions, with the ‘expert’ 
status of the practitioner being contested but also resisted 
(Greenhalgh, Snow, Ryan, Rees, & Salisbury, 2015; Koch, 
Jenkin, & Kralik, 2004). 


This research utilised student coursework, produced for the 
purposes of assessment. It also drew solely on student 
reflections on their supervisors’ communication over a two week 
apprenticeship, clearly only a limited exposure to practice. 
Additionally, the very nature of the assignment (including the 
wording of the learning outcome and the marking criteria) 
structured what students addressed in their reflections. In 
writing for assessment, students produced material that they 
considered will be met with approval by teaching staff 
(Thompson, 2001); they also reproduced what they have 
learned from staff — often the same staff. This is notable given 
that assignments focused on physiotherapists’ verbal 
communication, not patient communication, despite the latter 
being explicitly mentioned in the marking criteria for the 
assignment. This suggests students considered these were the 
aspects of communication expected and valued by teaching staff 
and demonstrates a possible mismatch between the formal, 
informal and hidden curricula (Hafferty, 1998); what students 
have come to understand is important in communication. While 
we recognise the limitations of using written reflections as 
means of exploring students’ understandings, and that other 
methods might provide different insights into their 
understandings of communication and/or student 
communication skills, the written reflections provided some 
detailed information about their interpretations of ‘good’ 
communication, their communication priorities, and provides 
useful starting point for those interested in enhancing the 
communication curricula in physiotherapy. 


This research raises questions about what physiotherapy 
curricula do and the unintended consequences of current 
approaches to communication teaching. Teaching methods vary 
but the lecture style remains a prominent approach for teaching 
communication (and other topics) (Nicholls, 2018) with 
students often expected to make their own links between this 
and their clinical practice experience (Parry & Brown, 2009). 
However experiential learning is likely to be enhanced with 
active clinical education, formative feedback of and 
observational assessment on communication practices (Kurtz, 
Silverman, & Draper, 2005). Teaching communication as 
transactional and unidirectional, focused on 
information-gathering and information-giving, leads to 
particular understandings and reflections on communication 


and on physiotherapy practice more broadly. Consistent with 
our findings, Reynolds (1996) noted that physiotherapy 
students participating in an interprofessional programme 
appeared to struggle to notice and ‘respond’ to patient’s 
emotions. This highlights the need for educators to critically 
consider how assessment and curricula can (re)produce and 
reinforce the physiotherapist’s position as expert while 
subjugating the knowledge and expertise of patients. Our 
findings suggest a tension in the curriculum, between educating 
students to ‘do to’ their clients, while also seeking to develop 
their skills as collaborative, person-centred practitioners. We 
suggest that if students are to develop collaborative 
person-centred physiotherapy practices, this requires greater, 
and arguably more explicit attention within education and 
physiotherapy pedagogical research. 


Realising a shift in practice requires not only a change in how 
communication teaching is delivered but more fundamentally, a 
change in how the profession understands the purpose and 
effects of communication. Embedding this view within 
education requires a deep reflexivity not only on the part of 
students but also educators and practitioners to uncover their 
assumptions about the goals of each communication encounter, 
and skills in remaining open, humble and flexible in their 
approaches. Educators can be key to enforcing the status quo 
(Nicholls, 2018), and engaging them may be instrumental to 
embedding changes in the curricula. Anecdotally, some students 
report hearing messages such as ‘that is all very well in theory 
but in practice this is what you need to do”. This makes 
introducing new thinking very challenging. If students receive 
conflicting messages between classroom-based education and 
feedback in the practice contexts it will reinforce the tensions 
between formal, informal and hidden curricula. 
Recommendations for teaching and learning thus must focus on 
acquiring knowledge and skills in critical reflexivity (Fook, 
2010; Salmon & Young, 2011) delivered by educators who are 
sensitive to their own and the profession’s assumptions, biases 
and traditional modes of practice. However, it is recognized that 
these deeper levels of reflection can be difficult to achieve 
(Mann, Gordon, & MacLeod, 2009). Landy et al. (2016) 
described varied and emergent teaching practices and strategies 
are used in health education to enhance students’ critical 
reflexivity, from lecture and classroom-based to online, 
experiential and written activities such as journaling, although 
they also note that the pedagogy of critical reflexivity is varied 
and requires further development. We also suggest that close 
attention to the learning environment is crucial, as this can see 
reflexivity modeled and valued, or indeed, not (Mann et al., 
2009). Enhancing reflexivity may be aided through the explicit 
teaching and use of reflective models, detailed exploration of 
critical incidents, and providing prolonged opportunities for 
deep reflection. Providing both authentic practice experiences, 
together with the support to reflect on these throughout the 
physiotherapy programme may be important for helping 
students to develop both their reflection skills, and to engage in 
a more comprehensive reflective process that allows them to 
translate knowledge from these reflections into their own 
practice (Mann et al., 2009). Physiotherapy has been slow to 
give explicit attention to what its practices produce, an 
important part of deeper reflection and critical reflexivity. We 
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do note that the growing network of members in the Critical 
Physiotherapy Network (www.criticalphysio.net) indicates that 
many practitioners are interested in questioning individual and 
professional practices. Thus it may be appropriate timing to 
explore and unpack communication education and practices 
using a critical lens. 


Embedding communication and person-centred aspects of care 
into the curricula is not without challenge (Nicholls, 2018), one 
that many professions are grappling with. Medicine is one 
profession which has made significant changes to ensure an 
explicit focus on communication in the context of a dominant 
biomedical orientation (Kurtz et al., 2005) and has produced 
consensus statements on communication in medical education. 
(Makoul & Schofield, 1999; Noble, Scott-Smith, O'Neill, & 
Salisbury, 2018). One approach is to incorporate humanities 
into the curricula (Bates, Bleakley, & Goodman, 2014), often 
utilising narrative, art and other forms to prompt close attention 
to, and critical consideration of what it is to be human, 
informing understandings of the patient experience and the 
value of relationships (Shapiro, Coulehan, Dear, & Montello, 
2009). Requiring students to engage with families or service 
users, meeting and interviewing them regularly over the course 
of a year or longer, to develop deep understandings of 
development and experiences of health service may help them 
attune to the processes of communication in developing and 
maintaining relationships (Blaylock, 2000; Johnson, Yoder, & 
Richardson-Nassif, 2006). Simulated patients are commonly 
used in clinical teaching in a number of contexts and provide 
explicit opportunities for students to develop and reflect on both 
their technical skills and their communication and relational 
skills (MacLean, Kelly, Geddes, & Della, 2017). Interdisciplinary 
teaching teams, incorporating staff with communication 
expertise (often from outside the discipline) may bring different 
perspectives and strong theoretical and practical knowledge to 
support staff and students (Woodward-Kron, Stevens, & Flynn, 
2011). These are just four examples of strategies which might 
support students to develop a more critical, creative 
understanding of healthcare communication (Salmon & Young, 
2011). 


We acknowledge, however, the complexities of changing 
curricula, even in the context of supportive management 
structures. It may be that a significant change in education 
models is required to truly see communication inherently 
valued and well-addressed within physiotherapy education 
(Nicholls, 2018). We also note that physiotherapy is in a time of 
significant change. Its future direction is being discussed 
(Nicholls, 2018). Communication modalities and capabilities 
are changing as technology is increasingly used in clinical 
practice (Noble et al., 2018). This context provides exciting 
opportunities for educators to critically consider what 
communication may look like in future practice, and what 
competencies and capabilities are required to support students 
to be skilled, critical and creative communicators in 21* century 
physiotherapy practice (e.g. Brunner et al., 2018). If teaching is 
informed by a future-oriented perspective, we also need to 
consider what supports educators require. Students may go on 
placement and observe more ‘traditional’ approaches to 
communication which may limit the possible impact of a 


future-oriented pedagogy. This is another reason why engaging 
with educators may be just as critical as engaging with students. 
Enhancing knowledge and mindfulness of communication and 
relational work within student education requires all parties to 
understand and value all the ever-moving strands in the “web of 
practices” which constitute collaborative person-centred 
physiotherapy practices. 
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